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A 68 year-old male with chronic lymphocytic leukemia (CLL)
presented with a new mass along the left lower gum line that had
enlarged over 3 weeks (Figure 1A). He retired from carpentry work
after being diagnosed with CLL four years prior to presentation. He
had received rituximab for the previous 18 months. He was
evaluated in a dental clinic and biopsy was performed. The
preliminary pathology report indicated histoplasmosis and he was
admitted to the hospital for further evaluation. His review of
systems was signiﬁcant for a 50-pound weight loss over the past
year, night sweats for several months, and fatigue. Both he and his
family members denied that he had headaches, memory loss,
personality changes, worsening cough or increased use of inhalers
prescribed for his long-standing chronic obstructive pulmonary
disease. Examination revealed a catechetic male with diffuse non-
tender lymphadenopathy but was otherwise unremarkable.
Speciﬁcally he did not have any meningeal signs, increased oxygen
requirements or skin changes. His white count was 7.0  109 cells
(normal range 3.6–11.0  109 cells) with 81% lymphocytes
(normal range 21-51%). Images obtained using computed tomog-
raphy (CT) scanning showed extensive axillary, inguinal, thoracic,
abdominal and pelvic lymphadenopathy, which was described as
near conﬂuent. CT images did not report pulmonary nodules,
cavitations or effusions. Compared to imaging done 10 months
prior, the lymphadenopathy had substantially increased and, in
conjunction with his weight loss and night sweats, was felt tohttp://dx.doi.org/10.1016/j.ijid.2016.07.008
1201-9712/Published by Elsevier Ltd on behalf of International Society for Infectious
creativecommons.org/licenses/by-nc-nd/4.0/).represent progression of his CLL. His oncologist recommended
hospice and the patient was started on itraconazole.
After his discharge, negative tests for urinary histoplasma
antigen prompted review of the histopathological slides used to
make the presumptive diagnosis of histoplasmosis. The histopa-
thology demonstrated a submucosal lymphocytic inﬁltrate of
small hyperchromatic homogenous lymphocytes characteristic of
CLL (Figure 1B). The submucosa immediately below the squamous
epithelium appeared expanded with round areas that appear
‘‘punched out’’ using hematoxylin and eosin stains. Additionally,
the Gomori’s methenamine silver stain revealed dark grey yeast
forms of varying size and morphology, typical of Cryptococcus spp.
(Figure 1C). Finally, the mucicarmine stain conﬁrmed Cryptococcus
spp. by rendering the yeast capsules bright pink (Figure 1D).1
When these ﬁndings were discussed with the patient and his
family, he had undergone signiﬁcant decline and was in hospice
care. They decided to continue with the itraconazole.2 He died
2 weeks later.
Oral mucocutaneous manifestations of cryptococcosis are rare.
To our knowledge, only one previous report describes oral
cryptococcal disease in a non-HIV patient.3 As the diagnosis of
Cryptococcus occurred after the patient left the hospital, we were
unable to complete the diagnostic studies to fully stage our
patient’s disease. Cryptococcus grows in bird guano and decaying
wood so our a patient, a carpenter, may have experienced
occupational exposure to Cryptococcus.1,4 This case highlights
the importance of histopathological studies in the diagnosis of Diseases. This is an open access article under the CC BY-NC-ND license (http://
Figure 1. A. Lesion on the alveolar ridge of the left lower jaw. B. Hematoxylin and eosin stain shows giant cells with intracellular budding yeast forms of varying sizes (arrows)
(x200 magniﬁcation). C. Gomori’s methenamie silver (GMS) stain showing intracellular yeast forms with variable size and morphology (x1000 magniﬁcation).
D. Mucicarmine stain showing the capsule of Cryptococcus spp. as bright pink (x1000 magniﬁcation). The black bar corresponds to 50 mm in all micrographs.
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based tests.
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